To determine the incidence of burnout among American surgeons and evaluate personal and professional characteristics associated with surgeon burnout. Background: Burnout is a syndrome of emotional exhaustion and depersonalization that leads to decreased effectiveness at work. A limited amount of information exists about the relationship between specific demographic and practice characteristics with burnout among American surgeons. Methods: Members of the American College of Surgeons (ACS) were sent an anonymous, cross-sectional survey in June 2008. The survey evaluated demographic variables, practice characteristics, career satisfaction, burnout, and quality of life (QOL). Burnout and QOL were measured using validated instruments. Results: Of the approximately 24,922 surgeons sampled, 7905 (32%) returned surveys. Responders had been in practice 18 years, worked 60 hours per week, and were on call 2 nights/wk (median values). Overall, 40% of responding surgeons were burned out, 30% screened positive for symptoms of depression, and 28% had a mental QOL score Ͼ1/2 standard deviation below the population norm. Factors independently associated with burnout included younger age, having children, area of specialization, number of nights on call per week, hours worked per week, and having compensation determined entirely based on billing. Only 36% of surgeons felt their work schedule left enough time for personal/family life and only 51% would recommend their children pursue a career as a physician/surgeon. Conclusion: Burnout is common among American surgeons and is the single greatest predictor of surgeons' satisfaction with career and specialty choice. Additional research is needed to identify individual, organizational, and societal interventions that preserve and promote the mental health of American surgeons.
D espite its virtues, a career in surgery brings with it significant challenges that can lead to substantial personal distress for the individual surgeon and their family. Training for and practicing of the specialty of surgery are stressful endeavors. [1] [2] [3] A study of the graduates of a single academic medical center suggest that approximately one third of U.S. surgeons may experience burnout. 4 Similarly, national samples of member surgeons of surgical subspecialty societies suggest burnout rates ranging from 30 -38%. 5, 6 Burnout is a syndrome of emotional exhaustion and depersonalization that leads to decreased effectiveness at work. 7 Treating patients as objects rather than human beings and becoming emotionally depleted are common symptoms of burnout. Burnout can effect both physicians' satisfaction with their work and the quality of medical care they provide. 8 -10 Additional data suggests surgeon distress may contribute to their plans to take an early retirement. 3, 4 Studies suggest that difficulty balancing personal and professional life, administrative tasks, lack of autonomy, and patient volume are the greatest sources of surgeon stress. [2] [3] [4] [5] A limited amount of information exists about the relationship between specific demographic and practice characteristics with burnout among American surgeons. The available evidence suggests that younger physicians 11 and female surgeons 4, 6 are at higher risk for burnout than their older colleagues. Although trials in internal medicine related specialties suggest physicians in private practice may be at greater risk for burnout, 12, 13 the available studies of surgeons have found no difference in burnout based on practice setting. 4, 6 Although limited evidence also suggests differences in burnout may exist between different surgical subspecialties, 4 there are not adequate data to derive firm conclusions.
We conducted a survey of the membership of the American College of Surgeons (ACS) to determine the incidence of burnout among American surgeons and to evaluate personal and professional characteristics associated with surgeon burnout. The hypothesis of this cross-sectional study was that burnout is prevalent among American surgeons and that specific personal and professional characteristics may place surgeons at risk for experiencing the burnout syndrome. The specific objectives of this study were to: 1) measure burnout and quality of life among surgeons who are members of the ACS utilizing validated instruments; 2) evaluate the personal and practice characteristics of American surgeons; 3) determine the relationship between specific personal and practice characteristics and burnout among American surgeons.
METHODS

Participants
All surgeons who were members of the ACS, had an e-mail address on file with the college, and permitted their e-mail to be used for correspondence with the college were eligible for participation in this study. Participation was elective and all responses were anonymous. The study was commissioned by the ACS Governor's Committee on Physician Competency and Health with Institutional Review Board (IRB) oversight with respect to protection of human subjects by the Mayo Clinic IRB.
Data Collection
Surgeons were surveyed electronically in June of 2008. A cover letter stated the purpose of the survey was to better understand the factors that contribute to career satisfaction among surgeons. Participants were blinded to any specific hypothesis of the study. The survey included 61 questions about a wide range of characteristics including demographic information, practice characteristics, burnout, quality of life, symptoms of depression, and career satis-faction. Up to 3 follow-up e-mail messages reminded surgeons to complete the survey.
Validated survey tools were used to identify burnout, 7,14 -16 mental and physical quality of life (QOL), 17, 18 and symptoms of depression. 19, 20 Burnout was measured using the Maslach Burnout Inventory (MBI), a validated 22-item questionnaire considered a standard tool for measuring burnout. 7,14 -16 The MBI has 3 subscales to evaluate the 3 domains of burnout; emotional exhaustion, depersonalization, and low personal accomplishment. A high score in any of these 3 domains can be considered a symptom of the burnout syndrome. We considered surgeons with a high score for medical professionals on either the depersonalization and/or emotional exhaustion subscales as having at least one manifestation of professional burnout. 7 Symptoms of depression were identified using the 2-item Primary Care Evaluation of Mental Disorders (PRIME MD), 19 a standardized depression screening tool which performs as well as longer instruments. 20 Mental and physical QOL were measured using the Medical Outcomes Study Short Form (SF-12) 17, 18 with norm-based scoring methods used to calculate mental and physical QOL summary scores. 18 The average mental and physical QOL summary scores for the U.S. population are 49 (scale 0 -100; standard deviation ϭ 10). 18 Additional questions were developed to explore demographic factors and professional characteristics. Two questions, based on similar measures from previous physician surveys, were used to assess career satisfaction. 6, 8, [21] [22] [23] [24] One question asked, if given the opportunity to revisit their career choice, "would you choose to become a physician again" (career choice). A second question asked, if given the opportunity to revisit their career choice, "would you choose to be a surgeon again" (specialty choice). Response options included "definitely not," "probably not," "not sure, neutral," "probably," and "definitely yes." Responses of "probably" or "definitely yes" were considered to indicate greater career satisfaction. After development, the survey was pilottested by 9 surgeons and subsequently modified on the basis of their feedback prior to use.
Statistical Analysis
The primary analysis involved descriptive summary statistics for estimating the incidence of burnout, positive depression screen, and mental and physical QOL among surgeons. Next we compared burnout, positive depression screen, and mental and physical QOL by various demographic and professional characteristics. 2 tests were used for assessing differences in proportions between groups. Kruskal-Wallis tests were used for testing differences in continuous variables.
Logistic regression was used to evaluate independent associations among demographic and professional characteristics with categorical dependent variables related to burnout and career satisfaction. A backward elimination method was used to select significant variables for the models. The primary intention of these analyses was not so much as to ascertain how one might predict an individual's level of burnout (since it is a highly individualistic experience), but to identify and rank order the independent variables that may contribute to burnout and/or career satisfaction. The independent variables used in the model for burnout included: age, gender, relationship status, whether spouse/partner worked outside the home, spouse/partners current profession, having children, age of children, subspecialty, years in practice, hours worked per week, hours per week spent in the operating room, number of nights on call per week, practice setting (private practice, academic medical center, Veteran's hospital, active military practice, not in practice or retired, other), current academic rank, primary method of compensation (eg., salaried, incentive based pay, mix), and percent of time dedicated to nonpatient care activities (eg., administration, education, research). Models for career satisfaction contained the same factors as well as overall burnout. All analyses were done using SAS version 9 (SAS Institute Inc., Cary, North Carolina).
RESULTS
Of the approximately 64,300 Fellows and Associate Fellows (surgeons in their first year of practice) in the ACS at the time of the survey, 28,126 had an e-mail addresses on record with the college and permitted use of their e-mail address for purposes of correspondence. Of these 28,126, a correct e-mail address could be confirmed for ϳ89% (n ϭ 24,922). Among these surgeons, 7905 (32%) returned surveys including 7112 Fellows and 769 Associate Fellows.
The demographic and practice characteristics of the study participants are summarized in Tables 1 and 2 . Approximately 55% of the study participants were age 50 or older and 13% were women. Based on official ACS data regarding the demographics of U.S. members, 63% of all ACS members are age 50 or older and 8% are women. While women and younger surgeons were slightly more likely to respond, these demographics appear similar enough to allow generalizations to the entire ACS membership. Over 90% of responders were either married or had a partner. Approximately 21% of responders indicated that they had previously gone through a divorce, and 88% had children. Responders had been in practice a median of 18 years, worked a median of 60 hours per week, spent 16 hours per week in the operating room (OR), and were on call a median of 2 nights per week ( Fig. 1 ). Over half of the responders were in private practice, 29% in academic practice, and approximately 4% were retired. Characteristics of responding surgeons with respect to burnout, depression, QOL and career satisfaction are summarized in Table 3 . Overall, 32% had high emotional exhaustion, 26% demonstrated high depersonalization, and 13% had a low sense of personal accomplishment. In aggregate, 40% of respondents had either a high emotional exhaustion score and/or a high depersonalization score and were considered burned out. Approximately 30% of study participants screened positive for depression. Given the sensitivity (96%) and specificity (57%) of the screening instrument used, 19, 20 this finding implies that between 10 -15% of respondents would have met the criteria for major depressive disorder at the time of the survey if they had undergone a full psychiatric assessment. The mean mental and physical QOL scores for surgeons participating in the survey were 48.8 and 53.5, respectively (the mean scores for the U.S. population are 49 Ϯ 9 for both mental and physical QOL 18 ). Overall, 28% of surgeons had a mental QOL score more than one half standard deviation below the population norm while 11% had a physical QOL score more than one half standard deviation below the population norm.
With respect to career satisfaction, the majority of the study participants indicated that they would become a physician again (71%) and, specifically, would become a surgeon again (74%) if they could revisit their career and specialty choice. Despite these high degrees of career satisfaction, only 51% of surgeons indicated they would recommend their children pursue a career as a physician/ surgeon and only 36% felt their work schedule left enough time for personal/family life.
Factors independently associated with burnout on multivariate analysis are shown in Table 4 . Demographic characteristics associated with a higher overall risk of burnout were younger age and having a spouse employed outside the home as a nonphysician health care professional (eg., nurse, therapist, pharmacist, etc.). Having children was associated with a lower risk of burnout, however, among those with children, those whose youngest child was Ͻ21 were at higher risk than those whose youngest child was Ͼage 21. Professional characteristics associated with a higher overall risk of burnout included area of specialization (higher risk among trauma surgeons, urologist, otolaryngologists, vascular surgeons, and general surgeons), a higher number of nights on call per week, working more hours per week, a greater number of years in practice, and having compensation determined entirely based on billing. Having more than 50% of professional effort dedicated to nonpatient care tasks (administration, education, research) was associated with a lower risk of burnout.
Factors independently associated with career and specialty choice satisfaction on multivariate analysis are shown in Table 5 . Personal characteristics associated with a greater satisfaction with overall career choice (being a physician) were older age and the absence of burnout. Having a partner or spouse who works outside of the home was associated with a lower satisfaction with overall career choice. Professional characteristics associated with greater satisfaction with overall career choice were area of specialization (greater satisfaction among otolaryngologists, transplant surgeons, plastic surgeons, ophthalmologists, orthopedic surgeons, pediatric surgeons, urologists, trauma surgeons, neurosurgeons, and oncologic surgeons), having academic rank of full professor among academic surgeons, being in active military practice, having time dedicated to non-patient care activities, and spending more working hours in the OR. Having more nights on call per week was associated with a lower satisfaction with overall career choice. Similar to satisfaction with overall career choice, personal characteristics associated with a greater satisfaction with specialty choice (being a surgeon) were older age and the absence of burnout. Professional characteristics associated with greater satisfaction with specialty choice were area of specialization (greater satisfaction among transplant surgeons and pediatric surgeons) having higher academic rank among academic surgeons, and spending more working hours in the OR. Having more nights on call per week, being a vascular surgeon, and being in private practice were associated with a lower satisfaction with respect to specialty choice. 
DISCUSSION
We report here a comprehensive, national study of the professional characteristics, career satisfaction, and burnout of American Surgeons. The responding sample of nearly 8000 surgeons represents the largest study of burnout among physicians ever reported. We found a high rate of burnout among American surgeons with nearly 40% meeting criteria for burnout. Consistent with this result, nearly 30% of surgeons had a mental QOL score more than a half standard deviation below the population norm, a decrement shown to be clinically meaningful. 25 Both personal and professional characteristics were associated with burnout on multivariate analysis. Younger surgeons were at higher risk as were surgeons whose compensation was based entirely on billing/productivity, those who worked more hours per week, and those who spent more nights on call per week. Area of subspecialization was also associated with burnout with higher risk among trauma, urologic, otolaryngology, vascular and general surgeons. Burnout was the single greatest predictor of career satisfaction among surgeons and accounted for more of the variation in satisfaction with career and specialty choice than any other personal or professional factor.
Despite a high frequency of burnout and low mental QOL, surgeons were generally satisfied with their career and specialty choice where approximately 70% would choose to become both a physician and surgeon again. While these numbers suggest American surgeons are personally satisfied with a career in surgery, only half would recommend their children pursue a career as a physician/ surgeon and only one third felt their career left enough time for personal/family life. One interpretation of these findings is that although American surgeons generally enjoy the practice of surgery, their work loads are excessive, often leave inadequate time for personal/family pursuits, and frequently lead to burnout and poor mental QOL relative to the general population.
In addition to these potential personal costs of practicing surgery, extensive data suggests burnout among physicians may impact quality of care. Research has found strong associations between physician burnout/dissatisfaction with medical errors, 8 -10,26 prescribing habits, 27,28 patient compliance, 29 patient satisfaction with their medical care, 30, 31 and medical malpractice suits. 32 These findings underscore that surgeons' mental health and professional burnout matter not only to the individual surgeon and their family but to their patients, colleagues, societies, hospitals and government agencies tasked with promoting quality of care. 33 These physician societies and government agencies have a responsibility to recognize this issue, help identify its underpinnings, promote reasonable limits on work, and help surgeons develop strategies to prevent burnout and promote their personal mental health. In this respect, it is noteworthy that the present study was initiated at the request of and with the financial support of the American College of Surgeons who is using the data collected as part of their efforts to recognize specific challenges faced by surgeons, understand their impact on the profession, and advocate for the changes necessary to preserve professional integrity and promote quality of care by America's surgeons.
How does the prevalence of burnout among American surgeons compare with physician in other specialties and other studies of surgeons? Unfortunately, there is no good comparative data available for national samples of U.S. physicians in nonsurgical specialties. Most of the available studies from both the U.S. and abroad are limited by their small sample size and few represent national samples (Table 6 ). Crude calculations pooling the physicians from all the previous studies of nonsurgical specialties listed in Table 6A suggests the rate of emotional exhaustion and depersonalization for physicians in fields other than surgery are approximately 30% and 29%. These values are very similar to the 32% and 26% observed in the present study of U.S. surgeons and in previous publications of burnout among surgeons ( Table 6 ). These results suggest the degree of distress and burnout experienced by American surgeons may be similar to their colleagues in other specialties. It is also unknown whether certain subspecialties that require treating patients with higher acuity or more complex health problems may place physicians at higher risk. Previous studies suggest that specialties in which physicians frequently deal with the chronically ill or incurable/dying patients may be higher risk than specialties that focus on curable diseases or conditions with a favorable prognoses. 34 In our study, we found higher rates of burnout among trauma surgeons, urologist, otolaryngologists, vascular surgeons, and general surgeons relative to other surgical subspecialties. Additional research dissecting the specific practice characteristics that contribute to burnout would be insightful. Our study is subject to a number of limitations. First, although similar to national survey studies of the members of physician societies, 6, 35 our response rate of 35% is lower than physician surveys in general 36, 37 and could introduce substantial response bias. It is unknown whether physicians who are burned out are less likely to complete surveys due to apathy or more likely to complete surveys related to job stress due to greater interest in the topic. Second, our survey is cross-sectional and we are unable to determine whether the associations observed are causally related and the potential direction of the effects. Third, there are no doubt numerous important aspects related to both burnout and career satisfaction that were not measured by our study. No doubt some challenges vary by subspecialty, geography, practice type, and local practice environments, aspects that are difficult to address in a national study.
Our study also has several notable strengths. As noted, it is the largest study of physician burnout conducted to date. The survey included standardized instruments that are validated measures of burnout and QOL and facilitate comparison to prior studies of physicians/surgeons. The results of our study are consistent with prior studies of American surgeons from single specialty groups or specific regions which have found burnout rates between 28 -40%. 4 -6 The survey also included an extensive evaluation of personal and practice characteristics where the large number of responders allowed robust multivariate analysis with sufficient power to dissect complex associations and interactions.
In conclusion, burnout appears to be prevalent among American surgeons. A variety of personal and professional characteristics were related to burnout and burnout was the single greatest predictor of surgeons' satisfaction with their career and specialty choice. Given that extensive data indicates a relationship between physician burnout and the quality of care they provide patients, 8 -10 these data have important implications for departmental, institutional, and national efforts to reduce errors and promote quality of care. The Additional studies of burnout in physicians either did not use the MBI, 13,34,35,64,65 did not score the MBI according to standard convention, 12,66,67 did not report the percent of physicians with high scores in the individual domainsor, 23,68 -73 or did not report data on physicians distinct from nurses and other care providers. 74, 75 desire to satisfy the demands of patients and colleagues may subvert surgeon's self-awareness of a declining emotional state, and reduce the likelihood they seek help. Additional research is needed to identify individual, organizational, and societal interventions that preserve and promote the physical and emotional health of American surgeons. We also encourage similar efforts by other physician specialty organizations.
Discussions
DR. CARLOS A. PELLEGRINI (SEATTLE, WASHINGTON): As the authors appropriately pointed out, burnout and depression not only negatively effect the surgeon's and his family's personal lives, but also the quality of care provided by those affected. Indeed, substance abuse and suicide are more common among physicians altogether, not just surgeons, who suffer from emotional exhaustion, and those so affected are more likely to commit medical errors and provide inferior medical care to their patients. I have three questions with regard to the interpretation of the numbers you presented and two that relate to strategies to solve the problem. With respect to interpretation, you measured quality of life in two dimensions, the mental and the physical, and you stated that you found that the mental dimension was abnormal but just below the norm in 30% of the individuals, whereas it was only 10% of the physical domain. Can you elaborate on the reasons for these contrasting findings? Second, while you mentioned that three-quarters of the surgeons said they would choose surgery again, I was surprised to see that only half of them would recommend surgery as a career for their offspring. Why is that? Third, you found age to be a risk factor in the development of burnout, with the risk falling on the younger population. Knowing that members of Generation X, that is, those born between '62 and '82 who value their free time to a greater extent than those of us in the baby boomer generation, is it possible that their expectations rather than their youth may be the risk factor? Can you comment on this potential confounding effect? With regards to the strategy, my first question relates to the specificity with which emotional exhaustion and depression affects surgeons. As you noted, and you showed with those 1,300 individuals in European family practice, similar rates of this problem have also been reported among critical care physicians in this country and abroad -Canada, with a 41% burnout rate and family care physicians in Europe. Do you think this is a problem that relates to medicine at-large and not just surgery? And if so, why not unite and use our combined strength to develop more universal solutions rather than solutions applicable to surgeons? Lastly, I was confused by the finding that work hours did not appear to bear any weight on the issue of burnout. As you know, the American Council of Graduate Medical Education at the turn of the century convened the workforce that led to the 80-hour-week development. Paul Friedman, who was the chair, Tim Flynn and I were the three surgeon members of this organization who were on that workforce. I was and I remain convinced that this initiative was necessary, was appropriate, and in fact was healthy as it promotes wellness and the ability to pursue personal interest. In your discussion you mentioned Dr. Whittemore's address yesterday, and placed importance on the pursuit of personal interests as an element in preventing the development of the burnout syndrome. Yet most surgeons in this country continue to oppose the 80 hour per week work limit either overtly or covertly. Can you tell us what your position is? What can you infer from your study? I take it as a given that if, as you and the president have expressed, pursuing your personal interests is important, you need to allocate time for that. Where do you get that time if you have no limit on your work hours? DR. CHARLES M. BALCH (BALTIMORE, MARYLAND): Quality of life (QOL) questions involve very specific issues that have to do with physical limitations versus issues relating to mental quality of life, and we compared each of these to population-based norms in the United States. Of the two, surgeons address their physical QOL issues, or do not perceive that their physical quality of life is much different than that perceived by other people in the country. On the other hand, the fact that mental quality of life answers deviated form the norm by three-fold does mean this is an issue that we should address more both as a profession within our departments and personally. Your point iswell taken whether there is a cause and effect relationship, which we do not know yet. Age is a very important influence on burnout.Iin this and almost all studies that were done before, age is an important factor and younger people are at greater risk. Addressing these issues proactively is going to be important for our younger colleagues, whether it is because of their expectations, or other stressors, real or perceived. We should be proactive about preventing and mitigating this in the first half of their careers so that they might not experience the adverse consequences of burnout in the last half of their careers. How the incidence of burnout for surgeons compares to other medical specialties is important and again, we do not have direct comparative data. One of the conclusions we made in the paper is the internal medicine, anesthesia and other specialties should conduct more of these studies, so that we would be able to sort out whether these are unique to our role as physicians or whether certain aspects are unique to our role as surgeons. We do not have thisdata. Regarding work hours, I intuitively thought there would be more of a relationship between hours worked and burnout incidence. Survey results indicate that it is not as simple as limiting work hours, for there are other features that cause stress, such as nights on call, that may need to be addressed.. It is not to say that we shouldn't use common sense in what we do. I think the difference between residents and those in practice is that the residents are very directed in their work with other physicians, whereas those of us who work long hours do so for the most part because we choose to.
DR. MURRAY F. BRENNAN (NEW YORK, NEW YORK):
The problem is the association with burnout of your subspecialty choice, your billing compensation proportional to billing, your teenage children at home, your working wife and years in practice. There is very little I can do about that. The teenage children leave, but they might come back, so that does not solve anything. Your spouse can leave, but that creates a serious different set of problems. I must retreat to the satisfaction index, but again, there is not much I can do about it. I cannot change my rank. I cannot change my subspecialty. My age is inextricably moving onwards. The only thing I can do is change my time in the O.R. and I am working on that. This is not about the causes of burnout; the associations with burnout. It is how we cope with them. I would have liked to have seen some questions that asked what allows us to cope, the privilege of looking after a seriously ill patient, the joy of watching a resident or a fellow or a faculty member mature. Those kinds of issues would be wonderful if we could bring those out in your next survey. I hope you will follow it up. I hope you will allow the fact that just identifying associations does not mean they are causative, it is the way in which we cope with them that is important.
DR. CHARLES M. BALCH (BALTIMORE, MARYLAND): A primary purpose of this study is to define baseline incidence and to raise awareness about the potential impact of burnout on our professional career. We were actually surprised at the 40% incidence. We all go through stresses and strains throughout the seasons of our surgical career. If there is any one message here, it is that we should be proactive to avoid the small but meaningful percentage of surgeons who get into real trouble with addictive behavior, with early retirement, with suicide, and with adverse patient events. Overall, the statistics would indicate that about 10% to 15% of physicians actually opt out of their career early because of some of these consequences I described. It does not mean that each and every one of us do not go through stresses and strains during our career…, it is how we adapt to them that will influence our emotional health, our productivity and the quality of our patient care. And those who exhibit maladaptive behavior can find themselves with serious problems that could affect them personally and professionally, such as addictive behavior that could affect their license and credentialing, or their patient care.
DR. LEIGH ANNE NEUMAYER (SALT LAKE CITY): I have two questions: Did you look at interactions between any of the significant variables and gender? Also, did you look for any interaction between type of income (salaried positions versus compensation) and the number of cases done? DR. CHARLES M. BALCH (BALTIMORE, MARYLAND): Dr. Freischlag and I and several other people will be leading an analysis that was just recently completed by the Mayo Clinic Survey Center on 1043 women surgeons, which is the largest that has ever been conducted. There will be a series of sub-analyses among these specific groups including analyses according to specialties, which I think will help us more specifically target the uniqueness of each of these factors, especially those unique to women surgeons. Eckhauser and Greenfield and I wrote about this a few years ago, we found that the emotional exhaustion rate was exactly the same as what you described, 32%. That was seven or eight years ago. We are not getting worse but we are not getting better either.
On a different subject, we surveyed the members of the Michigan State Medical Society, not just surgeons but everybody in the group, to ask about burnout, using the Maslach Burnout Inventory. I very surprised to find that surgeons were sort of average with an emotional exhaustion level of 32%, but the group with the highest burnout, and it was very high, and this was what was so surprising, was radiologists. I subsequently spoke at the Michigan State Radiological Society meeting, and they give a lot of validity to that finding. I asked them why, and they said that nobody ever gives them any feedback, they do not tell them if they made the right diagnosis, they never know who the patients are, and it is downright depressing. Therefore, I wonder if in your survey you got any sense of this issue of positive feedback as an antidote to burnout. This has been written about in the family medicine literature, and I was just wondering if you have any sense about this subject.
DR. CHARLES M. BALCH (BALTIMORE, MARYLAND): There will hopefully be a great deal of follow-up on this subject by the Governor's Committee on Physician Health and Competence. One of the outcomes I hope we will see is that other major specialties, such as anesthesiology and internal medicine, who will also conduct similar surveys of their members so that we can begin to understand the various causes of extreme burnout and calibrate those to specific career circumstances.
